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COMBINED EVIDENCE OF COVERAGE
AND DISCLOSURE FORM

Anthem Blue Cross (Anthem)
21555 Oxnard Street
Woodland Hills, California 91367

Your health care coverage is provided by Anthem Blue Cross (Anthem). Anthem Blue Cross has a Group
Benefit Agreement (the Agreement) with the Insurance and Benefits Trust of the Peace Officers Research
Association of California (PORAC). The benefits of this Evidence of Coverage are provided while Medically
Necessary for the Subscriber and enrolled Family Members for a covered illness, injury or condition,
subject to all the terms and conditions of the Agreement.

This Combined Evidence of Coverage and Disclosure Form (Evidence of Coverage) constitutes only
a summary of the health plan. The Agreement, of which this Evidence of Coverage is a part, must
be consulted to determine the exact terms and conditions of coverage. If you have special health
care needs, you should read those sections of the Evidence of Coverage that apply to those needs.
However, this statement of benefits, exclusions and limitations in this Evidence of Coverage is
complete and is incorporated by reference into the Agreement.

The Group Benefit Agreement is an attachment to the Memorandum of Agreement between the Insurance
and Benefits Trust of PORAC and the Board of Administration of the California Public Employees’
Retirement System (CalPERS). The Memorandum of Agreement is on file and available for review in the
office of the Insurance and Benefits Trust of PORAC, 4010 Truxel Road, Sacramento, CA 95834, or you
may request a copy by writing to PORAC. A copy of the Memorandum of Agreement may be purchased
from PORAC for a reasonable duplication charge.

THE BENEFITS OF THIS EVIDENCE OF COVERAGE ARE PROVIDED ONLY FOR SERVICES THAT
ARE CONSIDERED MEDICALLY NECESSARY BY ANTHEM BLUE CROSS. THE FACT THAT A
PHYSICIAN PRESCRIBES OR ORDERS THE SERVICE DOES NOT, IN ITSELF, MAKE IT MEDICALLY
NECESSARY OR COVERED.

If you have questions regarding your benefits, please call the PORAC - Anthem Blue Cross customer
service toll-free telephone number at:

1-800-288-6928
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ADMINISTRATIVE AND BENEFIT CHANGES

Effective January 1, 2014, the following changes have been made to your plan.

Administrative Changes

Rename “Care After Hours” to “After Hours Care.

Under the section PLAN PROVIDERS, language is added to clarify providers in California and providers outside
of California.

Under the Physical Therapy-Physical Medicine benefit, language was added to further clarify that additional visits
will be provided only if medically necessary.

Under the section BENEFITS FOR PERVASIVE DEVELOPMENTAL DISORDERS OR AUTISM, language is
added to further clarify how services would be covered in terms of the applicable benefit.

The Orthopedics exclusion is re-written to further clarify what is covered and what is not covered.
The Sex Change exclusion is deleted and is of no further effect.

Under the section PRESCRIPTION DRUG CONDITION OF SERVICE, the specialty drug administration
language has been revised to remove the finite period of exception to a variable period of exception depending
on the reason for the exception to the specialty drug program.

Under the section GENERAL PROVISION, the Claims Procedures provision was revised to tell Members how to
obtain a Member claim form.

Under the section GENERAL DEFINITIONS, the definition of Physician is revised to a reference to “nurse
practitioner” and “assistant physician”.

The section Language Assistance Program is revised to inform Members that Anthem Blue Cross also accepts
TDD/TYY messages.

Benefit Changes

There are no benefit changes to the plan.

Refer to the back cover for phone numbers and addresses of the plan.

BENEFITS OF THIS PLAN ARE AVAILABLE ONLY FOR SERVICES AND SUPPLIES FURNISHED DURING THE
TERM THE PLAN IS IN EFFECT AND WHILE THE BENEFITS YOU ARE CLAIMING ARE ACTUALLY COVERED
BY THIS PLAN.

IF BENEFITS ARE MODIFIED, THE REVISED BENEFITS (INCLUDING ANY REDUCTION IN BENEFITS OR
ELIMINATION OF BENEFITS) APPLY TO SERVICES OR SUPPLIES FURNISHED ON OR AFTER THE
EFFECTIVE DATE OF MODIFICATION. THERE IS NO VESTED RIGHT TO RECEIVE THE BENEFITS OF THIS
PLAN.
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PRUDENT BUYER PLAN
SUMMARY OF BENEFITS: INTRODUCTION

The benefits described under the PORAC PRUDENT BUYER PLAN - SUMMARY OF BENEFITS are provided for covered
charges incurred for treatment of a covered iliness, injury or condition. A charge is incurred on the date the Member
receives the service or supply for which the charge is made. These benefits are subject to all provisions of the
Agreement, which may limit benefits or result in benefits not being payable.

THE BENEFITS OF THIS PLAN ARE PROVIDED ONLY FOR THOSE SERVICES THAT ARE CONSIDERED
MEDICALLY NECESSARY AS DEFINED IN THIS EVIDENCE OF COVERAGE. THE FACT THAT A PHYSICIAN
PRESCRIBES OR ORDERS A SERVICE DOES NOT, IN ITSELF, MEAN THAT THE SERVICE IS MEDICALLY
NECESSARY OR THAT THE SERVICE IS COVERED. CONSULT THIS BOOKLET OR TELEPHONE ANTHEM
BLUE CROSS AT THE NUMBER SHOWN ON YOUR IDENTIFICATION CARD IF YOU HAVE ANY QUESTIONS
REGARDING WHETHER SERVICES ARE COVERED.

This summary provides a brief outline of your benefits. You need to refer to this entire Evidence of Coverage for
complete information about the benefits, conditions, limitations and exclusions of your plan.

All benefits are subject to coordination with benefits under certain other plans.

Triage or Screening Services. If you have questions about a particular health condition or if you need someone to
help you determine whether or not care is needed, triage or screening services are available to you from Anthem by
telephone. Triage or screening services are the evaluation of your health by a Physician or a nurse who is trained to
screen for the purpose of determining the urgency of your need for care. Please contact the 24/7 NurseLine at the
telephone number listed on your identification card 24 hours a day, 7 days a week.

After Hours Care. After hours care is provided by your Physician who may have a variety of ways of addressing
your needs. You should call your Physician for instructions on how to receive medical care after their normal
business hours, on weekends and holidays, or to receive non-Emergency care and non-urgent care within the service
area for a condition that is not life threatening but that requires prompt medical attention. If you have an Emergency,
call 911 or go to the nearest emergency room.

Telehealth. This Plan provides benefits for covered services that are appropriately provided through telehealth,
subject to the terms and conditions of the Plan. In-person contact between a health care provider and the patient is
not required for these services, and the type of setting where these services are provided is not limited. “Telehealth”
is the means of providing health care services using information and communication technologies in the consultation,
diagnosis, treatment, education, and management of the patient's health care when the patient is located at a
distance from the health care provider. Telehealth does not include consultations between the patient and the health
care provider, or between health care providers, by telephone, facsimile machine, or electronic mail.

The benefits of this plan may be subject to the THIRD PARTY LIABILITY section.

Important Note About Maximum Allowed Amount And Your Co-Payment: The Maximum Allowed Amount for
Non-Prudent Buyer Plan Providers can be significantly lower than what the provider customarily charges. (Detailed
information on how benefits are determined is found under DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT.) You
must pay all of this excess amount in addition to your co-payment.

The Maximum Allowed Amount and the terms of this section do not include any amount payable under the section
entitled PRESCRIPTION DRUG BENEFITS.
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PORAC PRUDENT BUYER PLAN: SUMMARY OF BENEFITS

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM OR WHAT
GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAINED.

This SUMMARY OF BENEFITS section is provided as a brief summary of the benefits provided under this
plan. You need to refer to this entire Evidence of Coverage booklet for complete information about the
benefits, conditions, limitations and exclusions of your plan.

CALENDAR YEAR DEDUCTIBLE Prudent Buyer Plan Providers Non-Prudent
& Related Health Providers Buyer Plan Providers
Individual $300 $ 600
Family $900 $ 1,800
Type of Services Description of Services What You Pay
Prudent Buyer Non-Prudent
Plan Providers Buyer Plan
Providers*
Hospital Services
Inpatient Semi-private room/board, special
care units and all medically necessary 10% 10%*

ancillary services and supplies

Hospital Services Surgical room fee, radiation and 10% 10%*
OQutpatient chemotherapy treatment

and renal dialysis

Non-emergency use of the

emergency room 50% 50%*
Physician Care Office visits $20 co-pay 10%*
(No deductible)

Note: This co-pay applies
to the charge for the Physician

visit only.
Home and hospital visits
obstetrical care surgery 10% 10%*
Allergy testing, serum injections and medication
dispensed or administered by a Physician 10% 10%*
Preventive Care No charge No charge*
Services (No deductible) (No deductible)

*The Member's payment for Non-Prudent Buyer Plan Provider services is based on a strictly limited schedule of
allowances, and Members must pay charges in excess of those scheduled amounts. Please refer to the sections entitled
DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT beginning on page 16 and SCHEDULES FOR NON-PRUDENT BUYER PLAN
PROVIDERS beginning on page 121 for complete benefit information.
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PORAC PRUDENT BUYER PLAN:

SUMMARY OF BENEFITS

Type of Services

Description of Services

What You Pay

Prudent Buyer

Non-Prudent

Plan Providers Buyer Plan
Providers*
Maternity Services Room and board, delivery room, 10% 10%*
special care units, nursery care
Alternative birth center 10% 10%*
Certified nurse midwife services 10% 10%*
Family Planning Voluntary sterilization 10% 10%*
Infertility Services Infertility studies and treatment, up to a 50% 50%*
$5,000 lifetime maximum Anthem payment
Diagnostic Radiology
& Laboratory Services Outpatient X-ray & lab services 10% 10%*
Advanced Imaging
Procedures Advanced imaging procedures 10% 10%*
Acupuncture Office visits $20 co-pay 10%*
(No deductible)

Durable Medical
Equipment

Hearing Aid
Benefits

Emergency Care

Ambulance

Home Health Care

Skilled Nursing
Facility Care

Hospice Care

Note: This co-pay applies

to the charge for the Physician

visit only.
Acupuncture 10%

Rental or purchase when certified by a Physician ~ 20%
and required for the care of an illness or injury

Hearing exams in conjunction with 20%

the purchase of a hearing aid (No deductible)
Hearing aids, limited to one hearing aid 20%

per ear in any 36 month period (No deductible)
Initial treatment of a sudden 10%

or severe illness or accidental

injury (including hospital and

professional services & supplies)

Ground or air ambulance

transportation 20%

100 visits per calendar year 10%

100 days per calendar year 10%
Hospice care 10%

10%*
20%

20%*
(No deductible)

20%
(No deductible)

10%

20%
10%
10%

10%

*The Member's payment for Non-Prudent Buyer Plan Provider services is based on a strictly limited schedule of
allowances, and Members must pay charges in excess of those scheduled amounts. Please refer to the sections entitled
DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT beginning on page 16 and SCHEDULES FOR NON-PRUDENT BUYER PLAN
PROVIDERS beginning on page 121 for complete benefit information.
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PORAC PRUDENT BUYER PLAN: SUMMARY OF BENEFITS

Type of Services Description of Services What You Pay
Prudent Buyer Non-Prudent
Plan Providers Buyer Plan
Providers*
Bariatric Surgery Authorized bariatric surgery, only at Anthem
Centers of Medical Excellence (CME) 10% 10%
Unrelated Donor Search ~ Up to $30,000 per transplant for covered
bone marrow/stem cell transplants 10% 10%
Specified Transplants Authorized specified transplants, only at
Anthem Centers of Medical Excellence (CME) 10% 10%
Physical Therapy Outpatient office visits $20 co-pay 10%* (maximum
Occupational Therapy, (up to 20 visits** maximum per (No deductible) Anthem
Chiropractic Care year for Prudent Buyer Plan Providers) Note: This co-pay payment of

applies to the charge for $35 per visit)
the Physician visit only.
For all other service 10% 10%*
**There is no limit on the number of covered visits for Medically
Necessary physical therapy, physical medicine, and occupational
therapy. But additional visits in excess of the number of visits stated
above must be authorized in advance.

Speech Therapy Inpatient or outpatient treatment 10% 10%*
Biofeedback For all covered conditions 10% 10%*
Other Benefits --Unreplaced Blood 20% 20%

--Blood Administration 10% 10%*

*The Member's payment for Non-Prudent Buyer Plan Provider services is based on a strictly limited schedule of
allowances, and Members must pay charges in excess of those scheduled amounts. Please refer to the sections entitled
DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT beginning on page 16 and SCHEDULES FOR NON-PRUDENT BUYER PLAN
PROVIDERS beginning on page 121 for complete benefit information.
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PORAC PRUDENT BUYER PLAN: SUMMARY OF BENEFITS

Type of Services

Description of Services

What You Pay

Participating Non-Participating
Pharmacy Pharmacy
Prescription Drug ** Drugs purchased at a retail pharmacy, $10 copay-generic $10 copay-generic
Benefits (drugs include
insulin and authorized $25 copay- $25 copay-
diabetic supplies) formulary brand name  formulary brand name
$45 copay- $45 copay-
non-formulary non-formulary
brand name brand name
$45 copay- Not Covered-
Compound Compound
Medication Medication
Drugs purchased through the home $20 copay-generic $20 copay-generic
delivery program (drugs include
insulin and authorized $40 copay- $40 copay-
diabetic supplies) formulary brand name  formulary brand name
$75 copay- $75 copay-
non-formulary non-formulary
brand name brand name

**If non-mandatory brand name drugs are purchased, the Member will be responsible for the copay
amount and the total price difference between the brand name and the generic drug. The Calendar
Year Deductible does not apply to benefits provided under the PRESCRIPTION DRUG BENEFITS

section.

Exception to Prescription Drug Co-Payments:

There will be no copayment required for

prescription contraceptives (generic contraceptives or formulary brand name contraceptives, when

no generic drug equivalent exists, only)
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PLAN PROVIDERS

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM OR WHAT GROUP
OF PROVIDERS HEALTH CARE MAY BE OBTAINED. IF YOU HAVE SPECIAL HEALTH CARE NEEDS, YOU
SHOULD CAREFULLY READ THOSE SECTIONS THAT APPLY TO THOSE NEEDS.

PRUDENT BUYER PLAN PROVIDERS IN CALIFORNIA

Your PORAC Prudent Buyer Plan offers you the freedom to select any provider of your choice. However, when
Prudent Buyer Plan Providers are used, you save on out-of-pocket costs. Prudent Buyer Plan Providers have
agreed to a rate they will accept as reimbursement for covered services.

BENEFITS FOR NON-PRUDENT BUYER PLAN PROVIDERS CAN BE SIGNIFICANTLY REDUCED WHEN
COMPARED TO THOSE PROVIDED BY PRUDENT BUYER PLAN PROVIDERS. For detailed information on
how benefits are determined, please refer to the sections entitled DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT
on page 16 and SCHEDULES FOR NON-PRUDENT BUYER PLAN PROVIDERS beginning on page 121. For Information on
how providers are paid please refer to PRUDENT BUYER PLAN BENEFITS - CO-PAYMENTS. These sections contain
important information regarding how Non-Prudent Buyer Plan Providers are paid.

Anthem Blue Cross publishes a directory of Prudent Buyer Plan Providers. The directory lists all Prudent Buyer
Plan Providers in your area, including health care facilities such as Hospitals and Skilled Nursing Facilities,
Physicians, laboratories, and diagnostic x-ray and imaging providers. You may call Anthem Blue Cross at 1-800-
288-6928 or you may write to Anthem Blue Cross at P.O. Box 60007, Los Angeles, CA 90060-0007 and ask to
have a directory sent to you. You may also search for a Prudent Buyer Plan Provider using the “Provider Finder”
function on the Anthem Blue Cross website at www.anthem.com/ca.

IMPORTANT NOTE: Please be aware that it is the Members’ responsibility to verify that the health care providers
who they receive treatment from have current Prudent Buyer Plan participating provider status for:

— The Hospital or other facility where care will be given. After verifying that the Hospital or other facility is a
Prudent Buyer Plan Provider, you should not assume all providers at that Hospital are also Prudent Buyer
Plan Providers. To receive the maximum benefits under this plan, you should request that all your services be
performed by Prudent Buyer Plan Providers whenever you enter a Hospital or other facility.

— The specific location at which you will receive care. Some providers participate at one location, but not at
others.

— The Physician providing your care, especially anesthesiologists, pathologists and radiologists.

It is important to know that when you enroll in the PORAC Prudent Buyer Plan, services are provided through the
plan’s delivery system, but the continued participation of any one doctor, hospital or other provider cannot be
guaranteed.

Out-of-Area Members. You are considered to be out-of-area for reimbursement of covered medical and hospital
services if your address of record indicates you reside within the following zip codes: 92328, 92384, 92389,
93512, 93513, 93514, 93515, 93517, 93522, 93526, 93529, 93530, 93541, 93545, 93546, 93549, 96107 and
96133. Any covered services you receive from Non-Prudent Buyer Plan Providers will not be subject to the
SCHEDULES FOR NON-PRUDENT BUYER PLAN PROVIDERS. Covered charges will be based on the Maximum Allowed
Amount as stated under the Non-Prudent Buyer Plan Provider Exceptions provision. Authorized Referral is not
required.
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PLAN PROVIDERS

Benefits for out-of-area Members shall only be subject to the Primary Deductible set forth under the section
entitled PRUDENT BUYER PLAN BENEFITS — DEDUCTIBLES, and the co-payment shown in the SUMMARY OF BENEFITS for
Prudent Buyer Plan Providers will apply. In addition to the deductible and co-payment, you will be required to pay
any billed amount in excess of the Maximum Allowed Amount for the services of a Non-Prudent Buyer Plan
Provider.

CENTERS OF MEDICAL EXCELLENCE

Anthem Blue Cross is providing access to the following separate Centers of Medical Excellence (CME) network.
The facilities included in each of these CME networks are selected to provide the following specified medical
services:

e Transplant Facilities. Transplant facilities have been organized to provide services for the following
specified transplants: heart, liver, lung, combination heart-lung, kidney, pancreas, simultaneous pancreas-
kidney, or bone marrow/stem cell and similar procedures. These procedures are covered only when
performed at a CME.

e Bariatric Facilities. Hospital facilities have been organized to provide services for bariatric surgical
procedures such as gastric bypass and other surgical procedures for weight loss programs. These
procedures are covered only when performed at a CME.

A Prudent Buyer Plan Provider is not necessarily a Centers of Medical Excellence facility.

PARTICIPATING AND NON-PARTICIPATING PHARMACIES

(See PRESCRIPTION DRUG BENEFITS section beginning on page 63)

"Participating Pharmacies" agree to charge Members only the Prescription Drug Maximum Allowed Amount in
effect at the time a Prescription is filled. The Member pays the copayment amount, based on the type of
Prescription purchased.

"Non-Participating Pharmacies” have not agreed to the Prescription Drug Maximum Allowed Amount. The
amount covered as Prescription Drug expense may be significantly lower than what these providers customarily
charge.

Participating Providers Outside of California

If you are outside of Anthem Blue Cross’ California service areas, please call the toll-free BlueCard
Provider Access number on your ID card to find a participating provider in the area you are in. A
directory of PPO Providers for outside of California is available. You can get a directory from Anthem
Blue Cross.

CARE OUTSIDE THE UNITED STATES—BLUECARD WORLDWIDE

Prior to travel outside the United States, call the customer service telephone number listed on your ID card to find
out if your plan has BlueCard Worldwide benefits. Your coverage outside the United States is limited and Anthem
Blue Cross recommends:

e Before you leave home, call the customer service number on your ID card for coverage details. You have
coverage for services and supplies furnished in connection only with urgent care or an emergency
when travelling outside the United States.
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PLAN PROVIDERS

Always carry your current ID card.
In an emergency, seek medical treatment immediately.

The BlueCard Worldwide Service Center is available 24 hours a day, seven days a week toll-free at
(800) 810-BLUE (2583) or by calling collect at (804) 673-1177. An assistance coordinator, along with a
medical professional, will arrange a physician appointment or hospitalization, if needed.

Payment Information

Participating BlueCard Worldwide hospitals. In most cases, you should not have to pay upfront for
inpatient care at participating BlueCard Worldwide hospitals except for the out-of-pocket costs you normally
pay (non-covered services, deductible, copays, and coinsurance). The hospital should submit your claim on
your behalf.

Doctors and/or non-participating hospitals. You will have to pay upfront for outpatient services, care
received from a physician, and inpatient care from a hospital that is not a participating BlueCard Worldwide
hospital. Then you can complete a BlueCard Worldwide claim form and send it with the original bill(s) to the
BlueCard Worldwide Service Center (the address is on the form).

Claim Filing

Participating BlueCard Worldwide hospitals will file your claim on your behalf. You will have to pay the
hospital for the out-of-pocket costs you normally pay.

You must file the claim for outpatient and physician care, or inpatient hospital care not provided by a
participating BlueCard Worldwide hospital. You will need to pay the health care provider and subsequently
send an international claim form with the original bills to Anthem Blue Cross.

Claim Forms

International claim forms are available from Anthem Blue Cross, from the BlueCard Worldwide Service
Center, or online at:

www.bchs.com/bluecardworldwide.

The address for submitting claims is on the form.
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HOW TO USE YOUR PLAN

As a Prudent Buyer Plan Member, when using Prudent Buyer Plan Providers, there is no need to complete a
claim form. Your Prudent Buyer Plan Provider has agreed to bill Anthem Blue Cross directly.

To help ensure that your Prudent Buyer Plan Provider bills for the services provided:
—  When scheduling an appointment, confirm with the Physician that he/she is a Prudent Buyer Plan Provider.

— At the time of your visit, remind your Prudent Buyer Plan Provider that you are a Prudent Buyer Plan
Member.

—  Ask your Prudent Buyer Plan Provider if he/she has an assignment of benefits on file for you. (This
assignment ensures that Anthem Blue Cross will pay your provider directly.)

- Prudent Buyer Plan Providers will bill Anthem Blue Cross for you. However, they may ask that you pay the
deductible and co-payment at the time of your visit.

Referral to Non-Prudent Buyer Plan Provider

A Physician who is a Prudent Buyer Plan Provider may refer you to a Non-Prudent Buyer Plan Provider. In order
for the maximum benefits of this plan to be payable, advance authorization from Anthem Blue Cross is required
for services provided by Non-Prudent Buyer Plan Providers. You or your Physician must call Anthem Blue Cross
prior to scheduling an admission to, or receiving the services of, a Non-Prudent Buyer Plan Provider. If a referral
is not an Authorized Referral, the services will be paid according to the limited allowances applicable to Non-
Prudent Buyer Plan Providers as specified in the DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT Section. See
Authorized Referral in the GENERAL DEFINITIONS section for additional information.

Passport to Service

Your identification card is your "passport to service" for office visits and inpatient or outpatient Hospital care. Your
Anthem Blue Cross card should be shown on the first visit to a Physician's office or when admitted to the Hospital.

Universal Acceptance
The benefits of this plan are available anywhere in the world.
Customer Service

If you have questions regarding your benefits, please call PORAC - Anthem Blue Cross customer service toll-free
telephone number at:

1-800-288-6928
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HOW TO USE YOUR PLAN

Third Party Liability / Workers' Compensation Questionnaires

The benefits of this plan are not provided for services related to any illness, injury, disease or other condition for
which a third party may be liable or legally responsible, or for services covered by workers' compensation
insurance. In order to insure accurate claims payment, it is sometimes necessary for Anthem Blue Cross to
request information regarding services in the form of a questionnaire.

For possible workers' compensation claims, the questionnaire must be returned before claim payment will be
made. For possible Third Party Liability claims, if the questionnaire is not returned, Anthem Blue Cross will
process the claim and then pursue payment from the responsible third party.
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PRUDENT BUYER PLAN BENEFITS
DEDUCTIBLES

CALENDAR YEAR DEDUCTIBLES

Primary Deductible (applies to all providers unless shown in the exceptions)

o Y =T 001 o L=y GRS $300
PEIFAMIIY ..ot $900

Non-Prudent Buyer Plan Providers (unless shown in the exceptions)

PEr MEIMDET ... Primary Deductible
PIUS ATItIONAL ... $300 -

(total Calendar Year deductible for
these providers will not exceed $600)

PO FAMIIY ..o Primary Deductible
PIUS ATItIONAL ... $900 -

(total Calendar Year deductible for
these providers will not exceed $1,800)

Exceptions:
1. The Calendar Year Deductibles will not apply to the following services:

a. Office visit charges by a Physician who is a Prudent Buyer Plan Provider. (This applies only to the
charge for the visit itself. Deductible will apply to any other charges made during that visit, such as
testing procedures, surgery, etc.)

— The deductible WILL apply to Non- Prudent Buyer Plan Providers —
b. Diabetes education program services provided by a Physician who is a Prudent Buyer Plan Provider.
— The deductible WILL apply to Non- Prudent Buyer Plan Providers —

Services under Preventive Care Services.

o o

Services under Smoking Cessation Programs and Nicotine Patches.
e. Services under Hearing Aid Benefits.

f.  Covered travel expense in connection with an authorized bariatric surgical procedure provided at an
approved Centers of Medical Excellence.
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DEDUCTIBLES

g. Covered travel expenses in connection an authorized transplant procedure at an approved Centers of
Medical Excellence. Transplant travel expense coverage is available when the closest CME is 75
miles or more from the recipient’s or donor’s residence.

2. The following services are NOT subject to the Non-Prudent Buyer Plan Provider Deductible:
a. Emergency or Accidental Injury services;

b. An Authorized Referral from a Physician who is a Prudent Buyer Plan Provider to a Non-Prudent
Buyer Plan Provider (see GENERAL DEFINITIONS for details); or

c. Charges by a type of Physician not represented in the Prudent Buyer Plan network (for example, an
audiologist).

CALENDAR YEAR DEDUCTIBLES - ADDITIONAL INFORMATION

Primary Deductible: Each Member must initially meet a deductible amount of $300.00 each calendar Year for
applicable services (see previous page and above for services which are not subject to the deductible). Once that
amount has been reached, there is no further deductible for that Member that Year for covered charges incurred
when services are received from the following providers or the following services:

Prudent Buyer Plan Providers,

Related Health Providers,

Authorized Referral services,

Non-Prudent Buyer Plan Physicians whose specialty is not represented in the Prudent Buyer Plan network,
Non-Prudent Buyer Plan Physicians/ Hospitals for Emergency Care or Accidental Injury,

Approved Centers of Medical Excellence for authorized bariatric surgery travel expense, and

7. Approved Centers of Medical Excellence for authorized specified transplant travel expense.

ook owdE

A family must initially meet a deductible amount of $900.00 each calendar Year. Once that amount has been
reached, there is no further deductible required for that family for the remainder of that Year when covered
services are received from the providers described above.

Non-Prudent Buyer Plan Provider Deductible. Charges for covered charges incurred for services rendered by
a Non-Prudent Buyer Plan Hospital or Non-Prudent Buyer Plan Physician (except as stated above) are subject to
an additional $300.00 deductible for each Member and to an additional $900.00 deductible for each family. In no
event will the deductible exceed $600.00 for each Member or $1,800.00 for each family during a Year.

DEDUCTIBLE CARRYOVER. Covered charges incurred during October, November or December of any Year
and applied toward the deductible for that Year will also apply toward the deductible for the next calendar Year.
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CO-PAYMENTS

After you have satisfied any applicable deductible, we will subtract your co-payment (co-pay) from the Maximum
Allowed Amount remaining, (or the Reasonable and Customary Value for Emergency Services provided by a Non-
Prudent Buyer Plan Provider). Co-payments are shown under each benefit listed in the section entitled PRUDENT
BUYER PLAN - COVERED SERVICES AND SUPPLIES 0on pages 21 through 44.

If your co-payment is a percentage, we will multiply the applicable percentage by the Maximum Allowed Amount
remaining after any deductible has been met. This will determine the dollar amount of your co-payment. In
addition to the co-payment, you will be required to pay any amount in excess of the Maximum Allowed Amount for
the services of a Related Health Provider or a Non-Prudent Buyer Plan Provider. Expense which is applied toward
any deductible, which is incurred for non-covered expense, or which is in excess of the Maximum Allowed
Amount, is the Members responsibility.

All co-payments are subject to any maximum benefits listed under PRUDENT BUYER PLAN BENEFITS - COVERED
SERVICES AND SUPPLIES on pages 21 through 44.

Important Note: Any covered charges for services provided by Non-Prudent Buyer Plan Hospitals, Non-Prudent
Buyer Plan Ambulatory Surgical Centers and Non-Prudent Buyer Plan Physicians is strictly limited. Please refer to
DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT to see how covered charges are determined for these providers,
and please read the definitions of Maximum Allowed Amount and Scheduled Amount. Any amount in excess of
the Maximum Allowed Amount for Non-Prudent Buyer Plan Providers is the Member's responsibility and will not
accumulate toward the Out-of-Pocket Expense Amount.

Authorized Referrals. When an Authorized Referral from a Physician who is a Prudent Buyer Plan Provider to a
Non-Prudent Buyer Plan Provider is approved by Anthem Blue Cross before services are rendered, Anthem Blue
Cross will provide whatever benefits are appropriate for Prudent Buyer Plan Providers (see DETERMINATION OF THE
MAXIMUM ALLOWED AMOUNT and GENERAL DEFINITIONS for additional information).

Providers Not Represented in the Prudent Buyer Plan Network. For charges by a type of Physician not
represented in the Prudent Buyer Plan network (for example, an audiologist), Anthem Blue Cross will provide
whatever benefits are appropriate for Prudent Buyer Plan Providers.

Cancer Clinical Trials. For charges by Non-Prudent Buyer Plan Providers for services and supplies provided in
connection with Cancer Clinical Trials, Anthem Blue Cross will provide whatever benefits would be appropriate if
the services and supplies were provided by a Prudent Buyer Plan Provider.

Bariatric Surgery. For bariatric surgical procedures authorized by Anthem Blue Cross and performed at a
designated Centers of Medical Excellence (CME), your co-payment will be the same as for Prudent Buyer Plan
Providers. Charges for bariatric surgical procedures are not covered when performed at other than a designated
CME. See PRUDENT BUYER PLAN BENEFITS - UTILIZATION REVIEW PROGRAMS.

Specified Transplants. For specified transplants (heart, liver, lung, combination heart-lung, kidney, pancreas,
simultaneous pancreas-kidney, or bone marrow/stem cell and similar procedures) determined to be Medically
Necessary, authorized by Anthem Blue Cross and performed at a designated Centers of Medical Excellence
(CME), your co-payment will be the same as for Prudent Buyer Plan Providers. Charges for specified transplants
are not covered when performed at other than a designated CME. See PRUDENT BUYER PLAN BENEFITS - UTILIZATION
REVIEW PROGRAMS.
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OUT-OF-POCKET EXPENSE AMOUNT

After you or your Family Members have made the following total out-of-pocket payments for covered charges
incurred during a calendar Year, you will no longer be required to pay a co-payment for the remainder of that
Year, but you remain responsible for costs in excess of the Maximum Allowed Amount for covered services
provided by Non-Prudent Buyer Plan Providers and Related Health Providers.

J PEI MEMDET ...ttt $3,000 *
] Two or more Members of the same family ..., $6,000 * t

t Not to exceed $3,000 for any one Member.

*Exceptions:

— Any co-payments made for donor searches for transplants will not be applied toward the satisfaction of your
Out-of-Pocket Expense Amount. In addition, you will be required to continue to pay the co-payment for such
services even after you have reached that amount.

— Expenses which are applied toward any deductible, incurred for non-covered services or supplies, or in
excess of the Maximum Allowed Amount, will not be applied towards your Out-of-Pocket Expense Amount.

Please read the definition of Out-of-Pocket Expense carefully, and refer to DETERMINATION OF THE MAXIMUM
ALLOWED AMOUNT to see how covered charges are determined.
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DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT

General

This section describes the term “Maximum Allowed Amount” as used in this Combined Evidence of Coverage and
Disclosure Form, and what the term means to you when obtaining covered services under this Plan. The
Maximum Allowed Amount is the total reimbursement payable under your plan for covered services you receive
from Prudent Buyer Plan Providers and Non-Prudent Buyer Plan Providers. It is Anthem Blue Cross' payment
towards the services billed by your provider combined with any Deductible or Co-Payment owed by you. In some
cases, you may be required to pay the entire Maximum Allowed Amount. For instance, if you have not met your
Deductible under this Plan, then you could be responsible for paying the entire Maximum Allowed Amount for
covered services. In addition, if these services are received from a Non-Prudent Buyer Plan Provider, you may be
billed by the provider for the difference between their charges and Anthem Blue Cross' Maximum Allowed
Amount. In many situations, this difference could be significant.

Provided below are two examples, which illustrate how the Maximum Allowed Amount works. These examples
are for illustration purposes only.

Example: The plan has a Member Co-Payment of 30% for Prudent Buyer Plan Provider services after the
Deductible has been met.

e The Member receives services from a Prudent Buyer Plan surgeon. The charge is $2,000. The Maximum
Allowed Amount under the plan for the surgery is $1,000. The Member's Co-Payment responsibility when a
Prudent Buyer Plan surgeon is used is 30% of $1,000, or $300. This is what the Member pays. Anthem Blue
Cross pay 70% of $1,000, or $700. The Prudent Buyer Plan surgeon accepts the total of $1,000 as
reimbursement for the surgery regardless of the charges.

Example: The plan has a Member Co-Payment of 50% for Non-Prudent Buyer Plan services after the Deductible
has been met.

e The Member receives services from a Non-Prudent Buyer Plan surgeon. The charge is $2,000. The
Maximum Allowed Amount under the plan for the surgery is $1,000. The Member's Co-Payment
responsibility when a Non-Prudent Buyer Plan surgeon is used is 50% of $1,000, or $500. Anthem Blue
Cross pays the remaining 50% of $1,000, or $500. In addition, the Non-Prudent Buyer Plan surgeon could bill
the Member the difference between $2,000 and $1,000. So the Member's total out-of-pocket charge would be
$500 plus an additional $1,000, for a total of $1,500.

When you receive covered services, Anthem Blue Cross will, to the extent applicable, apply claim processing
rules to the claim submitted. Anthem Blue Cross uses these rules to evaluate the claim information and
determine the accuracy and appropriateness of the procedure and diagnosis codes included in the submitted
claim. Applying these rules may affect the Maximum Allowed Amount if Anthem Blue Cross determines that the
procedure and/or diagnosis codes used were inconsistent with procedure coding rules and/or reimbursement
policies. For example, if your provider submits a claim using several procedure codes when there is a single
procedure code that includes all of the procedures that were performed, the Maximum Allowed Amount will be
based on the single procedure code.
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DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT

Provider Network Status

The Maximum Allowed Amount may vary depending upon whether the provider is a Prudent Buyer Plan Provider,
a Non-Prudent Buyer Plan Provider or a Related Health Provider.

Prudent Buyer Plan Providers and CME. For covered services performed by a Prudent Buyer Plan Provider or
CME the Maximum Allowed Amount for this Plan will be the rate the Prudent Buyer Plan Provider or CME has
agreed with us to accept as reimbursement for the covered services. Because Prudent Buyer Plan Providers
have agreed to accept the Maximum Allowed Amount as payment in full for those covered services, they should
not send you a bill or collect for amounts above the Maximum Allowed Amount. However, you may receive a bill
or be asked to pay all or a portion of the Maximum Allowed Amount to the extent you have not met your
Deductible or have a Co-Payment. Please call the customer service telephone number on your ID card for help in
finding a Prudent Buyer Plan Provider or visit www.anthem.com/ca.

If you go to a Hospital which is a Prudent Buyer Plan Provider, you should not assume all providers in that
Hospital are also Prudent Buyer Plan Providers. To receive the greater benefits afforded when covered services
are provided by a Prudent Buyer Plan Provider, you should request that all your provider services (such as
services by an anesthesiologist) be performed by Prudent Buyer Plan Providers whenever you enter a Hospital.

If you are planning to have outpatient surgery, you should first find out if the facility where the surgery is to be
performed is an Ambulatory Surgical Center. An Ambulatory Surgical Center is licensed as a separate facility
even though it may be located on the same grounds as a Hospital (although this is not always the case). If the
center is licensed separately, you should find out if the facility is a Prudent Buyer Plan Provider before undergoing
the surgery.

Non-Prudent Buyer Plan Providers. Providers who are not in our Prudent Buyer network are Non-Prudent
Buyer Plan Providers, subject to Blue Cross Blue Shield Association rules governing claims filed by certain
ancillary providers. The Maximum Allowed Amount for services provided by a Non-Prudent Buyer Plan Provider
will always be the lesser of the billed charge or the Scheduled Amount. See the SCHEDULES FOR NON-PRUDENT
BUYER PLAN PROVIDERS, and the definition of Scheduled Amount in the DEFINITIONS section. You will be responsible
for any billed charge which exceeds the Scheduled Amount for services provided by a Non-Prudent Buyer Plan
Provider.

Related Health Providers. Related Health Providers are providers for which there is no network. They are
subject to Blue Cross Blue Shield Association rules governing claims filed by certain ancillary providers. For
covered services you receive from a Related Health Provider the Maximum Allowed Amount will be based on the
applicable Anthem Blue Cross non-Prudent Buyer Plan Provider rate or fee schedule for this plan, an amount
negotiated by Anthem Blue Cross or a third party vendor which has been agreed to by the Non-Prudent Buyer
Plan Provider, an amount derived from the total charges billed by the Non-Prudent Buyer Plan Provider, an
amount based on information provided by a third party vendor, or an amount based on reimbursement or cost
information from the Centers for Medicare and Medicaid Services (“CMS”). When basing the Maximum Allowed
Amount upon the level or method of reimbursement used by CMS, Anthem will update such information, which is
unadjusted for geographic locality, no less than annually.
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DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT

Unlike Prudent Buyer Plan Providers, Non-Prudent Buyer Plan Providers and Related Health Providers may send
you a hill and collect for the amount of the Non-Prudent Buyer Plan Provider's or Related Health Provider's charge
that exceeds the Maximum Allowed Amount under this Plan. You may be responsible for paying the difference
between the Maximum Allowed Amount and the amount the Non-Prudent Buyer Plan Provider or Related Health
Provider charges. This amount can be significant. Choosing a Prudent Buyer Plan Provider will likely result in
lower out of pocket costs to you. Please call the customer service number on your ID card for help in finding a
Prudent Buyer Plan Provider or visit Anthem Blue Cross' website at www.anthem.com/ca. Customer service is
also available to assist you in determining this plan’s Maximum Allowed Amount for a particular covered service
from a Non-Prudent Buyer Plan Provider or Related Health Provider.

Exceptions:

Emergency Services Provided by Non-Participating Providers

For emergency services provided by Non-Prudent Buyer Plan Provider, reimbursement is based on the
Reasonable and Customary Value. You will not be responsible for any amounts in excess of the Reasonable
and Customary Value for emergency services rendered within California.

Cancer Clinical Trials. The Maximum Allowed Amount for services and supplies provided in connection with
Cancer Clinical Trials will be the lesser of the billed charge or the amount that ordinarily applies when services
are provided by a Prudent Buyer Plan Provider.

If Medicare is the primary payer for a Member, the Maximum Allowed Amount for that Member does
not include:

a. Charges by a Hospital, in excess of the approved amount as determined by Medicare; or

b. Charges by a Physician, Home Health Agency, Ambulatory Surgical Center, facility which provides

diagnostic imaging services, clinical laboratory, or Home Infusion Therapy Provider that is a Prudent
Buyer Plan Provider or a Related Health Provider when the provider accepts Medicare assignment, in
excess of the approved amount as determined by Medicare, or:

Charges by a Physician, Home Health Agency, Ambulatory Surgical Center, facility which provides
diagnostic imaging services, clinical laboratory, Home Infusion Therapy Provider that is a Non-Prudent
Buyer Plan Provider or a Related Health Provider, in excess of the lesser of the Maximum Allowed
Amount stated on pages 122 through 126, or:

I.  For providers who accept Medicare assignment, the approved amount as determined by Medicare; or

ii. For providers who do not accept Medicare assignment, the limiting charge as determined by
Medicare.

You will always be responsible for expenses incurred which are not covered under this plan.
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DETERMINATION OF THE MAXIMUM ALLOWED AMOUNT

Member Cost Share

For certain covered services, and depending on your plan design, you may be required to pay all or a part of the
Maximum Allowed Amount as your cost share amount (Deductibles or Co-Payments). Your cost share amount
and the Out-Of-Pocket Expense Amounts may be different depending on whether you received covered services
from a Prudent Buyer Plan Provider or Non-Prudent Buyer Plan Provider. Specifically, you may be required to
pay higher cost-sharing amounts or may have limits on your benefits when using Non-Prudent Buyer Plan
Providers. Please see the PORAC PRUDENT BUYER PLAN: SUMMARY OF BENEFITS section for your cost share
responsibilities and limitations, or call the customer service telephone number on your ID card to learn how this
plan’s benefits or cost share amount may vary by the type of provider you use.

Anthem Blue Cross will not provide any reimbursement for non-covered services. You may be responsible for the
total amount billed by your provider for non-covered services, regardless of whether such services are performed
by a Prudent Buyer Plan Provider or Non-Prudent Buyer Plan Provider. Non-covered services include services
specifically excluded from coverage by the terms of your plan and services received after benefits have been
exhausted. Benefits may be exhausted by exceeding, for example, Medical Benefit Maximums or day/visit limits.

In some instances you may only be asked to pay the lower Prudent Buyer Plan Provider cost share percentage
when you use a Non-Prudent Buyer Plan Provider. For example, if you go to a Prudent Buyer Plan hospital or
facility and receive covered services from a Non-Prudent Buyer Plan Provider such as a radiologist,
anesthesiologist or pathologist providing services at the hospital or facility, you will pay the Prudent Buyer Plan
Provider cost share percentage of the Maximum Allowed Amount for those covered services. However, you also
may be liable for the difference between the Maximum Allowed Amount and the Non-Prudent Buyer Plan
Provider's charge.

Authorized Referrals

In some circumstances Anthem Blue Cross may authorize Prudent Buyer Plan Provider cost share amounts
(Deductibles or Co-Payments) to apply to a claim for a covered service you receive from a Non-Prudent Buyer
Plan Provider. In such circumstance, you or your Physician must contact Anthem Blue Cross in advance of
obtaining the covered service. It is your responsibility to ensure that Anthem Blue Cross has been contacted. If
Anthem Blue Cross authorizes a Prudent Buyer Plan Provider cost share amount to apply to a covered service
received from a Non-Prudent Buyer Plan Provider, you also may still be liable for the difference between the
Maximum Allowed Amount and the Non-Prudent Buyer Plan Provider's charge. Please call the customer service
telephone number on your ID card for Authorized Referral information or to request authorization.
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CONDITIONS OF COVERAGE

The following conditions of coverage must be met before expenses incurred for services or supplies will be
covered under this Plan.

1.

You must incur this expense while you are covered under this plan. An expense is incurred on the date
you receive the service or supply for which the charge is made.

The expense must be for a medical service or supply furnished to you as a result of illness or injury or
pregnancy, unless a specific exception is made.

The expense must be for a medical service or supply included under PRUDENT BUYER PLAN BENEFITS -
COVERED SERVICES AND SUPPLIES. Additional limits, if any, on covered charges are included under the
specific benefits of that same section.

The expense must not be for a medical service or supply listed under PRUDENT BUYER PLAN BENEFITS -
EXCLUSIONS AND LIMITATIONS. If the service or supply is partially excluded, then only that portion which is not
excluded will be covered under this Plan.

The expense must not exceed any of the maximum benefits or limitations of this plan.

Any services received must be those which are regularly provided and billed by the provider. In addition,
those services must be consistent with the illness, injury, degree of disability and your medical needs.
Benefits are provided only for the number of days required to treat your iliness or injury.

All services and supplies must be ordered by a Physician.
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COVERED SERVICES AND SUPPLIES

Subject to any benefit maximums shown in this section, the requirements set forth under PRUDENT BUYER PLAN
BENEFITS - CONDITIONS OF COVERAGE and the exclusions or limitations listed under PRUDENT BUYER PLAN BENEFITS-
EXCLUSIONS AND LIMITATIONS, We Will provide benefits for the following services and supplies.

Acupuncture

$20 Co-Pay for office visit provided by Prudent Buyer Plan Providers. Note: This co-pay applies to the charge
for the Physician visit only.

10% Co-Pay for all other services provided by Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Covered services include the services of a Physician for acupuncture treatment to treat a disease, illness or injury,
including a patient history visit, physical examination, treatment planning and treatment evaluation,
electroacupuncture, cupping and moxibustion.

Advanced Imaging Procedures
10% Co-Pay for Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Imaging procedures, including, but not limited to, Magnetic Resonance Imaging (MRI), Computer Axial Tomography
(CAT scans), Positron Emission Tomography (PER scan), Magnetic Resonance Spectroscopy (MRS scan), Magnetic
Resonance Angiogram (MRA scan), Echocardiography, and Nuclear Cardiac Imaging are subject to pre-service
review to determine medical necessity. You may call the toll-free customer service telephone number on your
identification card to find out if an imaging procedure requires pre-service review. See the PRUDENT BUYER PLAN
BENEFITS - UTILIZATION REVIEW PROGRAM Section beginning on page 49 for details.

Allergy Testing and Allergy Injections
$20 Co-Pay for office visit provided by Prudent Buyer Plan Providers.
10% Co-Pay for all other services provided by Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.
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COVERED SERVICES AND SUPPLIES

Ambulance
20% Co-Pay PLUS any amount in excess of the Maximum Allowed Amount.
Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.
The following ambulance services are covered under the Plan:
1. Base charge, mileage and non-reusable supplies of a licensed ambulance company for ground service to

transport a Member to and/or from a Hospital or Skilled Nursing Facility.

2. Emergency services or transportation services that are provided to a Member by a licensed ambulance company
as a result of a “911” emergency response system* request for assistance if the Member believes they have an
Emergency medical condition requiring such assistance.

3. Base charge, mileage and non-reusable supplies of an air ambulance from the area where the Member is first
disabled to transport a Member to the nearest Hospital or Skilled Nursing Facility where appropriate treatment is
provided, and only if, such services are Medically Necessary and ground ambulance service is inadequate. Pre-
service review is required for air ambulance in a non-medical Emergency. Please refer to the PRUDENT BUYER
PLAN BENEFITS - UTILIZATION REVIEW PROGRAMS section beginning on page 49 for information on how to obtain the
proper reviews.

4. Monitoring, electrocardiograms (EKGs or ECGs), cardiac defibrillation, cardiopulmonary resuscitation (CPR) and
administration of oxygen and intravenous (IV) solutions in connection with ambulance service. An appropriately
licensed person must render the services.

* If you have an Emergency medical condition that requires an emergency response, please call the “911”
emergency response system if you are in an area where the system is established and operating.

Ambulatory Surgical Center Services
10% Co-Pay for Prudent Buyer Plan Providers.

10% Co-payment for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Ambulatory Surgical Center services are subject to pre-service review to determine medical necessity. Please refer
to the PRUDENT BUYER PLAN BENEFITS - UTILIZATION REVIEW PROGRAMS section beginning on page 49 for information on
how to obtain the proper reviews.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Services and supplies provided by an Ambulatory Surgical Center in connection with outpatient surgery are covered
under this plan.
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COVERED SERVICES AND SUPPLIES

Bariatric Surgery
10% Co-Pay for Centers of Medical Excellence (CME).
Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Services and supplies in connection with Medically Necessary surgery for weight loss, only for morbid obesity and
only when performed at an approved CME facility. Charges for services provided for or in connection with a
bariatric surgical procedure performed at a facility other than a CME will not be covered.

Bariatric surgical procedures are subject to pre-service review. Please refer to the PRUDENT BUYER PLAN BENEFITS -
UTILIZATION REVIEW PROGRAMS section beginning on page 49 for information on how to obtain the proper reviews.

Bariatric Surgery Travel Expense. The following travel expense benefits will be provided in connection with a
covered bariatric surgical procedure only when the Member's residence is outside the coverage area of the nearest
designated CME. Coverage area is the area within the 50-mile radius surrounding a designated CME. Covered
travel expense includes the following:

1. Transportation for the Member to and from the CME up to a maximum payment of $130 per trip for a maximum of
three (3) trips (one pre-surgical visit, the initial surgery and one follow-up visit).

2. Transportation for one companion to and from the CME up to a maximum payment of $130 per trip for a
maximum of two (2) trips (the initial surgery and one follow-up visit).

3. Hotel accommodations for the Member and one companion not to exceed a maximum payment of $100 per day
for the pre-surgical visit and the follow-up visit, up to two (2) days per trip or as medically necessary. Limited to
one room, double occupancy.

4. Hotel accommodations for one companion not to exceed a maximum payment of $100 per day for the duration of
the Member's initial surgery stay, up to four (4) days. Limited to one room, double occupancy.

5. Other reasonable expenses not to exceed a maximum payment of $25 per day, up to four (4) days per trip.
Tobacco, alcohol, drug and meal expenses are excluded from coverage.

The Calendar Year Deductibles will not apply, and no co-payment will be required for bariatric surgery travel
expenses authorized by Anthem Blue Cross.

All travel expenses must be approved by Anthem Blue Cross in advance. Customer service will confirm if the
bariatric surgery travel expense benefit is provided in connection with access to the selected bariatric CME. Details
regarding reimbursement can be obtained by calling customer service at 1-800-288-6928. A travel reimbursement
form will be provided to you for submission of legible copies of all applicable receipts in order to obtain
reimbursement.

Biofeedback Procedures
10% Co-Pay for Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.
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COVERED SERVICES AND SUPPLIES

Blood
20% Co-Pay PLUS any amount in excess of the Maximum Allowed Amount.
Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Covered charges include transfusions (including blood processing) and the cost of unreplaced blood and blood
products.

Breast Cancer

See Hospital benefits on pages 32 & 33 as well as Physician/Professional Services on page 36 for specific Co-Pay,
Deductible and Out-of-Pocket Expense Amount information.

Benefits are provided for services and supplies received in connection with the screening for, diagnosis of, and
treatment for breast cancer, whether due to illness or injury including:

1. Diagnostic mammogram examinations in connection with the treatment of a diagnosed iliness or injury. Routine
mammograms will be covered initially under the Preventive Care Services benefit.

2. Mastectomy and lymph node dissection; complications from a mastectomy including lymphedema.

3. Reconstructive surgery of both breasts performed to restore and achieve symmetry following a Medically
Necessary mastectomy.

4. Breast prostheses following a mastectomy (see Prosthetic Devices).
This coverage is provided according to the terms and conditions of this plan that apply to all other medical conditions.

Cancer Clinical Trials

See Hospital benefits on pages 32 & 33 as well as Physician/Professional Services on page 36 for specific Co-Pay,
Deductible and Out-of-Pocket Expense Amount Information. Anthem Blue Cross will provide whatever benefits would
be appropriate if the services and supplies were provided by a Prudent Buyer Plan Provider for charges by Non-
Prudent Buyer Plan Providers for services and supplies provided in connection with Cancer Clinical Trials.

Benefits are provided for services and supplies for routine patient care costs, as defined below, in connection with
phase I, phase II, phase Ill and phase IV cancer clinical trials, if all the following conditions are met:

1. The treatment provided in a clinical trial must either:
a. Involve a drug that is exempt under federal regulations from a new drug application, or

b. Be approved by (i) one of the National Institutes of Health, (ii) the federal Food and Drug Administration
(FDA) in the form of an investigational new drug application, (iii) the United States Department of Defense, or
(iv) the United States Veteran’s Administration.

2. The Member must be diagnosed with cancer to be eligible for participation in these clinical trials.

3. Participation in such clinical trials must be recommended by the Member's Physician after determining
participation has a meaningful potential to benefit the Member.
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COVERED SERVICES AND SUPPLIES

4. For the purpose of this provision, a clinical trial must have a therapeutic intent. Clinical trials to just test toxicity
are not included in this coverage.

Routine patient care costs means the costs associated with the provision of services, including drugs, items, devices
and services which would otherwise be covered under the plan, including health care services which are:

1. Typically provided absent a clinical trial.
Required solely for the provision of the investigational drug, item, device or service.
Clinically appropriate monitoring of the investigational item or service.

Prevention of complications arising from the provision of the investigational drug, item, device, or service.
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Reasonable and necessary care arising from the provision of the investigational drug, item, device, or service,
including the diagnosis or treatment of the complications.

Routine patient care costs do not include the costs associated with any of the following:
1. Drugs or devices not approved by the FDA that are associated with the clinical trial.

2. Services other than health care services, such as travel, housing, companion expenses and other nonclinical
expenses that the Member may require as a result of the treatment provided for the purposes of the clinical trial.

3. Any item or service provided solely to satisfy data collection and analysis needs not used in the clinical
management of the patient.

4. Health care services that, except for the fact they are provided in a clinical trial, are otherwise specifically
excluded from the plan.

5. Health care services customarily provided by the research sponsors free of charge to members enrolled in the
trial.

Note: You will be financially responsible for the costs associated with non-covered services.

Disagreements regarding the coverage or medical necessity of possible clinical trial services may be subject to
Special Independent Medical Reviews as described in CLAIMS REVIEW / GRIEVANCE PROCEDURES.

Contraceptives
$20 Co-Pay for office visit provided by Prudent Buyer Plan Providers.
10% Co-Pay for all other services provided by Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.
1. Injectable drugs and implants for birth control, administered in a Physician’s office, if Medically Necessary.

2. Intrauterine contraceptive devices (IUDs) and diaphragms, dispensed by a Physician if Medically Necessary.
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COVERED SERVICES AND SUPPLIES
3. Professional services of a Physician in connection with the prescribing, fitting, and insertion of intrauterine
contraceptive devices or diaphragms.

If the Member's Physician determines that none of these contraceptive methods are appropriate based on the
Member’'s medical or personal history, coverage will be provided for another prescription contraceptive method that is
approved by the FDA and prescribed by the Member’'s Physician.

Certain contraceptives are covered under the “Preventive Care Services” benefit. Please see that provision for
further details.

Dental Care
PHYSICIAN SERVICES
$20 Co-Pay for office visit provided by Prudent Buyer Plan Physicians.
10% Co-Pay for all other services provided by Prudent Buyer Plan Physicians.

10% Co-Pay for Non-Prudent Buyer Plan Physicians PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Coverage For Dental Injury. Services of a Physician (M.D.) or Dentist (D.D.S. or D.M.D.) solely to treat an Accidental
Injury to natural teeth. Coverage shall be limited to only such services that are Medically Necessary to repair the
damage done by Accidental Injury and/or restore function lost as a direct result of the Accidental Injury. Damage to
natural teeth due to chewing or biting is not an Accidental Injury.

Coverage for Cleft Palate. Medically Necessary dental or orthodontic services that are an integral part of
reconstructive surgery for cleft palate procedures. “Cleft palate” means a condition that may include cleft palate, cleft
lip, or other craniofacial anomalies associated with cleft palate.

HOSPITAL SERVICES
10% Co-Pay for all other services provided by Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Inpatient Hospital services are subject to pre-service review to determine medical necessity. Please refer to the
PRUDENT BUYER PLAN BENEFITS - UTILIZATION REVIEW PROGRAMS Section beginning on page 49 for information on how to
obtain the proper reviews.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Coverage for Admissions for Dental Care: Listed inpatient Hospital services, subject to the conditions of service
stated above, when a Hospital Stay for dental treatment is required due to an unrelated medical condition of the
Member, and has been ordered by a Physician (M.D.) and a Dentist (D.D.S. or D.M.D.). Anthem Blue Cross will
make the final determination as to whether the dental treatment could have been safely rendered in another setting
due to the nature of the procedure or the Member’s medical condition. Hospital Stays for the purpose of administering
general anesthesia are not considered Medically Necessary and are not covered except as specified below.
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COVERED SERVICES AND SUPPLIES

Coverage for General Anesthesia: General anesthesia and associated facility charges when the Member’s clinical
status or underlying medical condition requires that dental procedures be rendered in a Hospital or Ambulatory
Surgical Center. This applies only if (a) the Member is less than seven years old, (b) the Member is developmentally
disabled, or (c) the Member's health is compromised and general anesthesia is Medically Necessary. Charges for
the dental procedure itself, including professional fees of a dentist, are not covered.

Important: If you decide to receive dental services that are not covered under this plan, a Prudent Buyer Plan
Provider who is a dentist may charge you his or her usual and customary rate for those services. Prior to providing
you with dental services that are not a covered benefit, the dentist should provide a treatment plan that includes each
anticipated service to be provided and the estimated cost of each service. If you would like more information about
the dental services that are covered under this plan, please call the customer service telephone number listed on
your ID card. To fully understand your coverage under this plan, please carefully review this Evidence of Coverage
document.

Diabetes Education Programs

$20 Co-Pay for diabetes education program services provided by Prudent Buyer Plan Providers. Note: This co-
pay applies to the charge for the Physician visit only.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Covered services include a diabetes instruction program in an outpatient setting which: (1) is designed to teach a
Member who is a patient and covered members of the patient's family about the disease process and the daily
management of diabetic therapy; (2) includes self-management training, education, and medical nutrition therapy to
enable the Member to properly use the equipment, supplies, and medications necessary to manage the disease; and
(3) is supervised by a Physician.

Screenings for gestational diabetes are covered under your Preventive Care Services benefit. Please see that
benefit for further details.

Diagnostic Radiology (X-Rays) and Laboratory Services
10% Co-Pay for Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Benefits include outpatient diagnostic imaging and laboratory services. This does not include services covered under
the Advanced Imaging Procedures benefit.
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COVERED SERVICES AND SUPPLIES

Durable Medical Equipment
20% Co-Pay PLUS any amount in excess of the Maximum Allowed Amount.

Specific durable medical equipment is subject to pre-service review to determine medical necessity. Please refer to
the PRUDENT BUYER PLAN BENEFITS - UTILIZATION REVIEW PROGRAM Section beginning on page 49 for information on how
to obtain the proper reviews.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Benefits include rental or purchase of dialysis equipment and dialysis supplies. Nebulizers, including face masks and
tubing, when required for the Medically Necessary treatment of asthma in a child. Rental or purchase of other durable
medical equipment and supplies which are:

Ordered by a Physician, and

Of no further use when the medical need ends (but not disposable), and
Usable only by the patient, and

Not primarily for the Member's comfort or hygiene, and

Not for environmental control, and
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Not for exercise, and
g. Manufactured specifically for medical use.

Rental charges that exceed the reasonable purchase price of the equipment are not covered. Anthem Blue Cross
determines whether the item meets the above conditions.

Emergency Care

10% Co-Pay PLUS any amount in excess of the Reasonable and Customary Value for services provided by
Non-Prudent Buyer Plan Providers, except for ambulance services which require a 20% Co-Pay PLUS any
amount in excess of the Maximum Allowed Amount.

Inpatient Hospital services are subject to utilization review to determine medical necessity. Please refer to the
PRUDENT BUYER PLAN BENEFITS - UTILIZATION REVIEW PROGRAMS section beginning on page 49 for information on how to
obtain the proper reviews.

Subject to Primary Calendar Year Deductible, but the additional deductible applicable to Non-Prudent Buyer Plan
providers will be waived for Emergency Care.

Services for the treatment of serious and unexpected acute illness, injury or condition (including without limitation
sudden and unexpected severe pain), or a Psychiatric Emergency Medical Condition, which could permanently
endanger health if medical treatment is not received immediately. Final determination as to whether services were
rendered in connection with an Emergency will rest solely with Anthem Blue Cross.

See pages 32 & 33 Hospital - Outpatient for information regarding Non-emergency services provided by a Hospital
emergency room.
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COVERED SERVICES AND SUPPLIES

Hearing Aid Benefits

20% Co-Pay PLUS any amount in excess of the Maximum Allowed Amount for services provided by Non-
Prudent Buyer Plan Providers

Not subject to the Calendar Year Deductible and does applies toward the Out-of-Pocket Expense Amount.
The following services and supplies are covered:

1. Hearing aids including replacement only when purchased as a result of a written recommendation by a Physician
certified as either an otologist, an otolaryngologist or a state certified audiologist. Benefits are limited to one
hearing aid, per ear, during any 36 month period.

2. Evaluation and audio-metric examinations in conjunction with the purchase of a hearing aid.
Home Health Care
10% Co-Pay for services provided by Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Home Health Care services are subject to pre-service review to determine medical necessity. Please refer to the
PRUDENT BUYER PLAN BENEFITS - UTILIZATION REVIEW PROGRAMS section beginning on page 49 for information on how to
obtain the proper reviews.

The following services and supplies are covered:

1. Services of a registered nurse.

2. Services of a licensed therapist for physical therapy, occupational therapy, respiratory therapy or speech therapy.
3. Services of a medical social service worker.
4

Services of a health aide who is employed by (or under arrangement with) a Home Health Agency. Services must
be ordered and supervised by a registered nurse employed by the Home Health Agency as professional
coordinator. These services are only covered if the Member is also receiving the services listed in 1. or 2. above.

5. Necessary medical supplies provided by the Home Health Agency.

Benefits are limited to 100 visits for all providers of service listed above during a calendar Year. A home health
visit is defined as a skilled nursing visit (RN or LVN) or other professional visit (physical therapist, speech therapist,
social worker or respiratory therapist). Four hours of service by the certified home health aide is defined as one home
health visit.

The Member must be confined at home under the active medical supervision of the Physician ordering home health
care and treating the illness or injury for which that care is needed. Services must not be provided for Custodial Care.
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COVERED SERVICES AND SUPPLIES

Home Infusion Therapy
10% Co-Pay for Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

Home infusion therapy is subject to pre-service review to determine medical necessity. Please refer to the PRUDENT
BUYER PLAN BENEFITS - UTILIZATION REVIEW PROGRAMS section beginning on page 49 for information on how to obtain
the proper reviews.

The following services and supplies when provided by a Home Infusion Therapy Provider in the Member's home for
the intravenous administration of a Member's total daily nutritional intake or fluid requirements, medication related to
illness or injury, chemotherapy, antibiotic therapy, aerosol therapy, tocolytic therapy, special therapy, intravenous
hydration, or pain management:

1. Medication, ancillary medical supplies and supply delivery, (not to exceed a 14-day supply); however, medication
which is delivered but not administered is not covered;

2. Pharmacy compounding and dispensing services (including pharmacy support) for intravenous solutions and
medications;

3. Hospital and home clinical visits related to the administration of infusion therapy, including skilled nursing
services including those provided for: (a) patient or alternative caregiver training; and (b) visits to monitor the
therapy;

4. Rental and purchase charges for durable medical equipment (as shown on page 28); maintenance and repair
charges for such equipment;

5. Laboratory services to monitor the patient's response to therapy regimen.
Hospice Care
10% Co-Pay PLUS any amount in excess of the Maximum Allowed Amount.
Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

The following services and supplies are covered when provided by an approved Hospice for the palliative treatment
of pain and other symptoms associated with a terminal illness. The Member must be suffering from a terminal illness
as certified by a Physician and submitted to Anthem Blue Cross. Covered services are available on a 24-hour basis
for the management of the condition.

1. Interdisciplinary team care with the development and maintenance of an appropriate plan of care.

2. Short-term inpatient Hospital care, including services and supplies, when required in periods of crisis or as
respite care. Coverage of inpatient respite care is provided on an occasional basis and is limited to a maximum of
five consecutive days per admission.

3. Skilled nursing services provided by or under the supervision of a registered nurse.
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11.
12.

COVERED SERVICES AND SUPPLIES

Services of a licensed therapist for physical therapy, occupational therapy, respiratory therapy and speech
therapy.

Social services and counseling services provided by a qualified social worker.

Certified home health aide services and homemaker services provided under the supervision of a registered
nurse.

Nutritional support such as intravenous feeding or hyperalimentation.
Dietary and nutritional guidance.

Bereavement services, including assessment of the needs of the bereaved family and development of a care
plan to meet those needs, both prior to and following the Member’s death. Bereavement services are available to
surviving members of the immediate family for a period of one year after the Member's death. Immediate family
means spouse, children, step-children, parents and siblings.

Pharmaceuticals, medical equipment, and supplies necessary for the management of the Member’'s condition.
Oxygen and related respiratory therapy supplies.

Volunteer services provided by trained Hospice volunteers under the direction of a Hospice staff member.

Palliative care (care which controls pain and relieves symptoms but does not cure) which is appropriate for the
Member's illness.

The Member's Physician must consent to care by the Hospice and must be consulted in the development of the
treatment plan. The Hospice must submit a written patient treatment plan to Anthem Blue Cross every 30 days.

Special Hospice Care Exclusions. In addition to the PRUDENT BUYER PLAN BENEFITS - EXCLUSIONS AND LIMITATIONS
listed elsewhere in this Evidence of Coverage, no benefits will be paid for the following:

1.

2
3.
4
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Food, home-delivered meals or housing charges.
Transportation charges.
Any services which would normally be provided free of charge.

Services provided in the areas of both legal and/or financial advice (preparation and execution of wills; estate
planning and liquidation; financial investment, etc.).

Counseling by clergy or any volunteer group.
Personal comfort items.

Private duty nursing (a continuous bedside nursing service rendered by one nurse to one patient, either in a
Hospital, Hospice facility or patient's home, as opposed to a general-duty nurse, who renders services to a
number of Hospital or Hospice facility patients), except during periods of crisis to provide management of acute
medical symptoms.
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Hospital - Inpatient

10% Co-Pay for Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount in excess of the Maximum Allowed
Amount which is strictly limited as shown on pages 122 through 126.

Inpatient Hospital services are subject to utilization review to determine medical necessity. Please refer to the
PRUDENT BUYER PLAN BENEFITS - UTILIZATION REVIEW PROGRAMS section beginning on page 49 for information on how to
obtain the proper reviews.

Subject to the Calendar Year Deductible and applies toward the Out-of-Pocket Expense Amount.

The following services and supplies are covered when provided by a Hospital:

1.

7.

Accommodations in a room of two or more beds, or the prevailing charge for two-bed room accommodations in
that Hospital if a private room is used, unless the Member's Physician orders, and Anthem Blue Cross
authorizes, a private room as Medically Necessary.

Services in Special Care Units.
Operating, delivery and special treatment rooms.

Supplies and ancillary services including laboratory, cardiology, pathology and radiology. Professional
component fees for these services will be covered only if a separate charge for professional interpretation is
determined by Anthem Blue Cross to be Medically Necessary.

Physical therapy, radiation therapy, chemotherapy and hemodialysis treatment.

Drugs and medicines approved for general use by the FDA which are supplied by the Hospital for use during the
Member's Stay.

Blood transfusions, including blood processing and the cost of unreplaced blood and blood products.

Hospital - Outpatient

10% Co-Pay for Prudent Buyer Plan Providers.

10% Co-Pay for Non-Prudent Buyer Plan Providers PLUS any amount 